THE DIVISION OF HEALTH OF MISSOURI o oo -

FLEDDEC 18 1950  STANDARD CERTIFICATE OF DEATH e e, FROOBE
"BIR.TH NO. REG. DIST. NO. ::s lapnllm\’ REG. DISY. No.__]. 0__..,0 Regirtrar's No..... [.{ r??

o ’
1. PLACE OF DEATH [ 2. USUAL RESIDENCE (Whbere d d lived. U iastizath idencs before
. a. COUNTY 0 ) a. STATE Missouri b. COUNTY adwinelon),
b %TY (If outside eorpurate limits, writea RURAL and yive %rAl?,rENGTH OF . CITg {If outside corporste limits, writs RURAL snd give township)
nahip} (in thia place) .
town St. Louls romoahio i s Eee Town  St. Louls O
d. FUOLIS.PII\'_I.BME QF (1f not in hospltal or instiiution, ive strect sddress or location) d'AsDrl;?REEE% (If rural, K-imaun% A
ve
INsTITUTION Jewish Ho spital : 5875 Washington .
3. NAME OF . {First b. (Middle c. (Last
DECEASED a- (First) ( ) (Last) 4. Dg}__'E (Month)  (Day) (Year)
{T¥pe or Print) Dora Melman pEaTH DG, 5 1950
5. SEX ' 6. COLOR QR RACE | 7. MARRIED, EE‘\;’EECEQRRIED, 8. DATE OF BIRTH 9.:.(-'-5’:? y-):u L: ur | YEAR | O UNDER M Hag,
-(Bmifr) t day on! Dayn | Hours | Min,
Female /| White HeEP1 48 unknown — A 5e | Bern |
= 10a. USUAL QCGUPATION (("hukindo!work }b KIND OF BUSINESS' OR IN 11, BIRTHPLACE (Stats or forelgn oountry) 12, CITIZEN OF WHAT
dopg during most of waorkiog m COUNTRX
W&jl‘*" < Russia é U.S. .
FATHER'S NAME 13b. MOTHER'S MAIDEN NAME ) 14. NAME OF 'HUSBAND OR WIFE
Abraham Hewis Unknown - . Sam Melman Sr,
I5. WAS DECEASED EVER IN U.S. ARMED FORCES" 16. SOCIAL SECURITY | 17. INFORMANT'S SIGNATURE OR NAME ADDRESS
e {Yea.no.orunknown} | {(If yes. wive war or dates of service) . NO.
: _ : Sam Melman Jr.-l4Spoede Lane
I 18. CAUSE OF DEATH . MEDICAL CERTIFICATION (NTERVAL BETWEEN
= . Enmonlyon‘mmw . DISEASE OR CONDITION ’ (j !e t ! j!:u DEATH
Z |[ 1me for (a), (b), and (o) | DIRECTLY LEADINGTODEATH?(y) —G-'EEWW"‘; ' £¥
< “This does mot mean | ANTECEDENT CAUSES o
! the mode of dying, such | Morbid eonditions, if any, giving DUE TO (b)
J- as heart faflure, asthenia,»| 7i2e to the abore cause (a) siating . el . e s . . . e o
=) cte. It means the dia- the underlping couse last.
5 eate, infury, or complica- i DUE TP (] :
7, tion which caused death, | Ul. OTHER SIGNIFICANT- CONDITIONS - - * - T
2] " Conditions contributing to the death but 2ot f/\"“““"‘“’ 194 <
2 related to the dizease or condition cousing death.
= . || 19a. DATE OF OPERA- | 19b.-MAJOR FINDINGS OF OPERATION - R S . et - | 2. AUTOPSY?
z TION.
= L . Lt . 'rssD NOD
21a. ACCIDENT ~ {Bpecity) 216, PLACEOF INJURY (o.g..inoraboat | 21c. (CITY, TOWN, OR TOWNSHIP) . (COUNTY) ASTATE)
SUICIDE homa, farm, fastory, utreat, ofos bldy.,ata) [ .- [ » .
HOMICIDE
21d. TIME (Month) {Day) (Year) (Hour)

2le. INJURY OCCURRED | 21f. HOW DID INJURY OCCUR? { l% /
- . WHILE AT NOTWHILE -
INJURY : - WORK AT WORK

22, I hereby 'cef'-tiﬁ.; -th[tef fttended the deceased from \b"—— IQ“Y to_ ¢ i,’ r 195 o , that I last saw the deceased

alive on , 19 0 , and tha! death occurrcd at _?_L ., Jrom the causes and on the date slated above.

23, SIGNATURE - e ? {Degree or title) | 23b. ADDRESS 2%. DATE SIGNED
‘ fo) ‘ ”
o %JG,MWDU 1 e e YO G, . |etfyfsd -
24a. BURITAL, CREMAY | 24b. DATE 24c, NAME OF CEMETERY OR CREMATORF R 244, L_.G:AT!ON (Otty, town, of county) * . {Btate) ¥

TION, REMOVAL (Bpesitr)

Burlal /) [12-6-1950 Chesed Shel Emeth -CemJ St. Louis:County :-Mo.;

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATU FUNERAL DIRECTOR'S 51GHNATURE 'a’bnn:s;s_
DEC 6 @56- J —

(Ticensed Embalmer’s Statement on Reverse Side)

TAVA LAY L LAMYLII—LU/ 2N




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by——....._...

........... ; s Studsnt Embalaer No.

I.;iceused Embalmer No.ﬂg.m_m..

P. 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to compl
the above constitutes grounds for revocation of license.) .

working under my personal supervision.

Student soveravsues cesanes aernsaanaas ceesaa Signed ..
Student Embalmer .

I this body is not embalmed, fact should be so stated above. T




